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Abstract 
 
This article focuses on Posttraumatic Stress Disorder that is largely overlooked 
in the counseling field and literature, specifically in children and adolescents. 
Etiology, treatment options, and the course in which the disorder manifests it-
self holds great importance in understanding the grave effects these traumatic 
events have on youth. This article is the beginning attempt to begin to under-
stand how children exhibits symptoms of PTSD in order to work collaboratively 
with those involved in the child’s life before it develops into a chronic maladap-
tive state. 
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Alternatively known as “shell shock” or “combat neurosis”, Posttraumat-
ic Stress Disorder (PTSD) has long been around, but has not always been rec-
ognized as a disorder in the world psychiatric classifications. With PTSD being 
identified with war, the idea that other traumatic events could cause detrimental 
symptoms was often disregarded. This belief was especially geared towards 
children and adolescents. Although the idea of PTSD symptoms being present 
in youth was thoroughly examined, nothing concrete was commenced until Terr 
(1979, 1983) conducted a study examining a group of children who were kid-
napped and held hostage. These outcomes provided support that children and 
adolescents could develop PTSD.  The four-year follow up study that took place 
in 1983 examined how the severity of the incident and children’s posttraumatic 
symptoms interacted with the individual’s history. This study led to the ground-
breaking notion that PTSD symptoms can be present in children and adoles-
cents as well as developing an initial understanding of the effect trauma can 
have on this population 
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According to the American Psychiatric Association (DSM-IV-TR), 
“Posttraumatic Stress Disorder (PTSD) is characterized by the re-experiencing 
of an extremely traumatic event accompanied by symptoms of increased arous-
al and by avoidance of stimuli associated with the trauma” (APA, 2000, pp. 468-
469). Although there are minimal studies available regarding Posttraumatic 
Stress Disorders, it is known that this disorder is highly prevalent in a wide 
range of settings, most commonly those related to sexual abuse (Stien, Zungu-
Dirwayi, Van Der Linden, & Seedat, 2000). With the enormous personal and 
societal costs PTSD takes from individuals and their families, the disorder must 
be examined from a multifaceted perspective. 
In the United States an immense number of children are involved in 
traumatic events in the early years of their lives. Approximately 5.5 million chil-
dren are involved in some sort of maltreatment case every year (Hamblen & 
Barnett, 2010).  Of these traumatic events reported in 2009, 78 percent were 
due to neglect, 18 percent were due to physical abuse, 10 percent to sexual 
abuse, and 8 percent to psychological abuse (Gaudiosi, 2009). These percent-
ages total more than 100 percent because children who were victims of more 
than one type of maltreatment were counted for each type of maltreatment they 
experienced (Gaudiosi, 2009). These statistics show the intense reality of abuse 
in the United States. With many of these cases resulting in the diagnosis of 
PTSD or posttraumatic symptoms, the awareness of the treatments available, 
course the disorder takes, and diversity issues are critical issues for mental 
health professionals. 
To be a child or adolescent diagnosed with PTSD, there is a list of crite-
ria that must be met. The child or adolescent must have experienced, wit-
nessed, or been confronted with an event or events that involved actual or 
threatened death, serious injury, or physical integrity of self or others (DSM-IV-
TR, 2000). In children, PTSD manifests in responses of disorganized or agitated 
behavior and possible feelings of intense fear or helplessness (DSM-IV-TR, 
2000). Frightening dreams often occur along with distressing recollections asso-
ciated to the traumatic event. The child or adolescent will experience persistent 
avoidance of the stimuli associated with the traumatic event and often might 
have difficulty concentrating (i.e, in school) and have exaggerated startled re-
sponses (DSM-IV-TR, 2000). There are three main risk factors that enhance the 
likelihood of a child or adolescent developing PTSD after a traumatic event. 
These factors include the severity of the traumatic event, the parental reaction 
to the traumatic event, and the physical proximity to the traumatic event 
(Birmaher, Brent, & Benson, 1998). The awareness of these risk factors is im-
portant to families and loved ones so they are able to be supportive, under-
standing of the symptoms, and even participate in the therapy process. 
Although the symptoms and warning signs of PTSD in children are defi-
nite, the onset of when PTSD occurs can fluctuate. A study of 200 adolescents 
who survived the sinking cruise ship, Jupiter, provides support for this idea. 
There was a reported incident of PTSD in 51 percent of the survivors and most 
cases manifested within the first few weeks (Dyregrov & Yule, 2006). Although 
delayed onset was less common, it was still present in the study. The time of 
the onset provided no connections with other factors, such as severity of the 
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symptoms present.  
 The diagnosis of PTSD in children and adolescents is parallel to that of 
adults. Even with these similarities, there are many factors related to any indi-
vidual, adult or youth, that can enhance or decrease the probability of the occur-
rence of traumatic events that possibly cause PTSD symptoms. An interesting 
topic to look at is PTSD in children and adolescents that are lesbian, gay, bisex-
ual, and transgender. Due to these individuals’ distinctive characteristics, they 
are often ostracized and ridiculed for being different than the norm.  D’Augelli, 
Grossman, and Starks (2006) conducted a study, “exploring the relationship 
between lesbian, gay, and bisexual youths’ histories of victimization based on 
their sexual orientation, their gender atypicality in childhood and their current 
mental health, especially trauma-related symptoms” (p. 1).  In the study, the 
adolescents (mean age was 17) were asked about sexual, verbal, and physical 
violence related to one’s sexual orientation. Verbal sexual orientation violence 
(SOV) involved being name called, teased, or threatened. Physical SOV was 
assessed by inquiring if the adolescent had ever been punched, kicked or beat-
en with fists or weapons due to their sexual orientation. Finally, adolescents 
were asked about sexual SOV with questions about rape or sexual abuse be-
cause of their sexual orientation (D'Augelli et al., 2006). 
A battery of tests were used to fully evaluate the participants in the 
study. The Brief Symptom Inventory (BSI), the Global Severity Index (GSI), and 
the Trauma Symptom Checklist (TSC) were the three tests used to inquire 
about current mental health problems in the adolescents. PTSD was evaluated 
by using the Diagnostic Interview Schedule for Children (DISC). Data gathered 
from the study showed that three fourths of the participants reported verbal 
SOV, 11 percent reported physical SOV and 9 percent reported sexual SOV 
(D’Augelli et al., 2006). While interviewing these adolescents, males reported 
significantly more sexual orientation violence of all types. Of both the females 
and males that experienced sexual SOV in this study, the majority of them re-
ported being victimized by a friend or an acquaintance. Although there was no 
significant correlation between knowing the abuser and the diagnosis of PTSD, 
it is possible the prior relationship could be a contributing factor to the symptom 
of isolation during the onset of PTSD. Although this was a small sample size 
compared to the amount of children and adolescents in the LGBT community, 
the percentages are still disturbing. According to the study, out of the total 517 
youth participants, 9 percent (n=48) met the Diagnostic Interview Schedule for 
Children (DISC) criteria for a diagnosis of PTSD (D’Augelli et al., 2006). Alt-
hough all types of sexual orientation violence contribute to traumatic symptoms 
in an individual, all youth diagnosed with PTSD reported more experiences with 
sexual SOV than any of the others (D’Augelli et al., 2006).  
With the still relevant marginalization of gay, lesbian, bisexual and 
transgendered individuals, awareness must be made to the significant feelings 
of hopelessness and isolation that will continue to increase during these individ-
uals’ adolescent years. Abuse and neglect often add chronic stress to LGBT 
individuals’ lives.  Between the volatile path peer relationships take and the dis-
appointment often expressed by parents, these individuals are at- risk for deteri-
oration in many aspects of their lives. 
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There is still much research that needs to be conducted to better under-
stand the multiple aspects of how SOV is related to a diagnosis of PTSD. Also 
noteworthy in the study is the significant association between sex and verbal 
SOV. More specifically, a male that had been called a “sissy” while growing up 
experienced significantly more verbal SOV than other males throughout their 
adolescent years (D’Augelli et al., 2006). Interestingly, there was no significant 
association with females being called gender-altering names such as “tomboys” 
and verbal SOV. Despite the fact that females often did not experience more 
verbal SOV, females have a diagnosis of PTSD three times more often than 
males (D’Augelli et al., 2006). This finding has been corroborated through many 
studies. One of the contributing studies was Kilpatrick, Ruggiero, Acierno, 
Saunders, & Resnick’s (2003) investigation on interpersonal violence in adoles-
cents. In this study, roughly twice the percentage of girls than boys met criteria 
for PTSD, with females reporting 6.3 percent and males reporting 3.7 percent.   
Common co-morbidities among youth with PTSD are major depressive 
episodes, substance abuse and substance dependence (Kilpatrick et al. 2003). 
In a national survey of adolescents looking at exposure to interpersonal vio-
lence, PTSD was more likely to be co-morbid than were major depressive epi-
sodes, substance abuse and substance dependence (Kilpatrick et al., 2003).  
With this information, it is important for mental health professionals to be knowl-
edgeable about the treatments available and what is most holistically effective 
in therapy with youth. 
 
Treatment 
In an ideal situation, prevention would be preferred over treatment 
when dealing with any psychological disorder. Because that is not always possi-
ble with traumatic events, early intervention is key in the treatment process. In 
intervening early it is possible to stimulate family communication around the 
events that have taken place and thus clarify any misunderstandings, prevent 
family secrets, and foster a good recovery environment for the children as well 
as for the family (Dyregroy & Yule, 2006).  Not only does early intervention help 
foster relationships within the family, but if the incident(s) are left untreated 
PTSD may run a chronic course for at least five years in more than one third of 
children who develop this disorder (Smith, Yule, Perrin, Tranah, & Dalgleish, 
2007).  This state of constant distress, shame, and negative self- attribution will 
take a toll on the daily functioning of any individual who has experienced some-
thing traumatic and may adopt maladaptive behaviors.  Along with the impair-
ment of daily functioning, the individual may develop depressive symptoms, 
suicidal ideations and various other personality changes the longer the disorder 
is disregarded (Dyregroy & Yule, 2009). Treatment options are varied among 
individuals. Medication along with preventative and remedial approaches pro-
vide a comprehensive method in coping with these experiences. 
 
Medication 
Incorporating medication along with psychotherapy when dealing with 
PTSD can be effective, especially because of the high co-morbidity rate PTSD 
has with depression and other disorders.  Because the chemicals in the brain 
affect the way one feels, medication is an option to help balance those chemi-
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cals. The largest trials showing efficacy have been with selective serotonin 
reuptake inhibitors (SSRIs) (Stein et al., 2000). Medication such as Prozac and 
Zoloft are examples of SSRI’s that are used frequently in the public. Specifically 
to children and adolescents, there has been limited research on the use of med-
ication for PTSD symptoms. A study comparing the effects of citalopram (an 
SSRI) in children and adults is one of few in the literature. In this study, both 
children and adults showed significant reductions in measures of PTSD symp-
toms after the eight-week trial (Seedat et al., 2002).  Krystal et al. (2011) found 
that newer antipsychotic medications (such as risperidone) were no more effec-
tive in treating PTSD in veterans than placebo.  Although proven to be helpful 
with core symptoms, some research indicates the importance the combination 
of psychotherapy with medication for treatment of PTSD to be fully effective.  
Clearly, more research is needed to determine effective psychopharmacological 
treatments for children and adolescents.  Additionally, the complexity of medica-
tion and children and adolescents requires caution.   
 
Psychotherapy   
An aspect to fully consider when in treatment is the familial influences 
on the children and adolescents.  In addition to the social influences parents 
have on their children, there may also be inherited dispositions that have been 
passed down through generations (Dyregrov & Yule, 2006). This highlights the 
importance of family involvement in the treatment process. Family members 
often cope with the traumatic event through avoidance and deflection in hopes 
of protecting the child. These actions prohibit the whole family from processing 
and working through the experience.  
 Although family involvement is important in getting the dynamics back 
into place after a traumatic event, Cognitive Behavioral Therapy (CBT) has 
proven to be a beneficial therapy when working with children and adolescences 
that suffer from PTSD (Smith et al. 2007).  A variety of different methods within 
the realm of CBT have been used when dealing with PTSD and have proven to 
be critical in the treatment process (Dyregrov & Yule, 2006). More specifically, 
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) has become more 
widespread in the treatment of PTSD in children. TF-CBT is a cojoint child and 
parental approach for children and adolescents, ages 3-18, who have experi-
enced extreme emotional and behavioral impediments due to traumatic life 
events (National Crime Victims Research & Treatment Center, 2010). This ap-
proach incorporates trauma-sensitive interventions with cognitive behavioral, 
family, and humanistic principles and techniques.  
TF-CBT is especially useful in dealing with children and adolescents 
who have been sexually abused. According to Cohen, Deblinger, Mannarino, 
and Steer (2004), using TF-CBT reduced PTSD, depression, and the total num-
ber of behavioral problems compared to a child-centered treatment approach 
for children who were sexually abused. Learning new coping skills to help pro-
cess their thoughts and feelings is one aspect of TF-CBT that helps open 
groundwork for progress to be made. According to Dyregrov and Yule (2006), 
“twice as many children ages 8 to 14 years receiving the child centered treat-
ment still met the criteria for PTSD compared to those who received Trauma-
Focused Cognitive Behavioral Therapy” (p. 180). 
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There has been much debate and research on alternate approaches to 
be used with children and adolescents suffering from traumatic events. One 
alternate approach used is Eye Movement Desensitization and Reprocessing 
(EMDR). Like other types of therapy, EMDR makes an effort to alter the way an 
individual reacts to traumatic memories. Studies have shown that EMDR may 
help lessen the PTSD symptoms, but research also suggests that the eye 
movements are not a necessary part of the treatment (Hamblen & Barnett, 
2010).  
Although there are other options out there, TF-CBT provides empirical 
evidence in helping children and adolescents with their disorder. The TF-CBT 
approach effectively treats PTSD and is reported to be more effective than Cli-
ent Centered Therapy in reducing abuse-related attributions and shameful feel-
ings (Cohen et al., 2004). The elements in TF-CBT encourage individuals to 
recognize relationships between their thoughts and learn how to cope with them 
in a healthy manner. There are also often joint parent-child sessions to allow the 
child and parent to share and discuss the traumatic event with one another 
(Cohen et al., 2004). 
A key component of the TF-CBT approach with PTSD is that it is rec-
ommended to help treat acute posttraumatic reactions in children and adoles-
cents as well. With this information, it is unnecessary to wait for the onset of 
PTSD to occur. Treatment can begin immediately after the event if necessary. 
The benefit of being able to start therapy early brings in the early intervention 
positive qualities to diminish the possibility of chronic symptoms. 
 CBT is not just bound to the individual approach when dealing with 
PTSD. It has also been proven beneficial in a group setting of children with 
PTSD or PTSD symptoms. Game-Based Cognitive Behavioral Therapy (GB-
CBT) is a productive approach when working with a group of youth who have 
been victim to sexual abuse. GB-CBT was designed to address the potential 
behavioral problems and symptoms typically associated with child sexual abuse 
and works to enhance children's knowledge of abuse and self-protection skills 
(Springer & Misurell, 2010). With the knowledge that most youth isolate them-
selves from friends and family after a traumatic experience, the interaction with 
other peers could be helpful in allowing them to gradually work their way back to 
their original baseline behaviors. Kaduson and Scheafer (2006) emphasized 
that enhanced feelings of safety and empowerment must also be incorporated 
in the approach in which the therapist interacts with the children. Along with this, 
the therapists’ consistent portrayal of respect, acceptance and faith is of great 
importance to keep a positive group dynamic. If the environment provides these 
characteristics, these consistent positive interactions could stimulate their desire 
to accept the role in the family. 
 
Conclusion 
 
An inestimable number of components that trauma is comprised of can 
bring a negative impact on any individual. With children and adolescents suffer-
ing from PTSD being a relatively new concept, great efforts have been made in 
attempt to understand PTSD and how to prevent it from turning into a chronic 
maladaptive state. 
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passed down through generations (Dyregrov & Yule, 2006). This highlights the 
importance of family involvement in the treatment process. Family members 
often cope with the traumatic event through avoidance and deflection in hopes 
of protecting the child. These actions prohibit the whole family from processing 
and working through the experience.  
 Although family involvement is important in getting the dynamics back 
into place after a traumatic event, Cognitive Behavioral Therapy (CBT) has 
proven to be a beneficial therapy when working with children and adolescences 
that suffer from PTSD (Smith et al. 2007).  A variety of different methods within 
the realm of CBT have been used when dealing with PTSD and have proven to 
be critical in the treatment process (Dyregrov & Yule, 2006). More specifically, 
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) has become more 
widespread in the treatment of PTSD in children. TF-CBT is a cojoint child and 
parental approach for children and adolescents, ages 3-18, who have experi-
enced extreme emotional and behavioral impediments due to traumatic life 
events (National Crime Victims Research & Treatment Center, 2010). This ap-
proach incorporates trauma-sensitive interventions with cognitive behavioral, 
family, and humanistic principles and techniques.  
TF-CBT is especially useful in dealing with children and adolescents 
who have been sexually abused. According to Cohen, Deblinger, Mannarino, 
and Steer (2004), using TF-CBT reduced PTSD, depression, and the total num-
ber of behavioral problems compared to a child-centered treatment approach 
for children who were sexually abused. Learning new coping skills to help pro-
cess their thoughts and feelings is one aspect of TF-CBT that helps open 
groundwork for progress to be made. According to Dyregrov and Yule (2006), 
“twice as many children ages 8 to 14 years receiving the child centered treat-
ment still met the criteria for PTSD compared to those who received Trauma-
Focused Cognitive Behavioral Therapy” (p. 180). 
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There has been much debate and research on alternate approaches to 
be used with children and adolescents suffering from traumatic events. One 
alternate approach used is Eye Movement Desensitization and Reprocessing 
(EMDR). Like other types of therapy, EMDR makes an effort to alter the way an 
individual reacts to traumatic memories. Studies have shown that EMDR may 
help lessen the PTSD symptoms, but research also suggests that the eye 
movements are not a necessary part of the treatment (Hamblen & Barnett, 
2010).  
Although there are other options out there, TF-CBT provides empirical 
evidence in helping children and adolescents with their disorder. The TF-CBT 
approach effectively treats PTSD and is reported to be more effective than Cli-
ent Centered Therapy in reducing abuse-related attributions and shameful feel-
ings (Cohen et al., 2004). The elements in TF-CBT encourage individuals to 
recognize relationships between their thoughts and learn how to cope with them 
in a healthy manner. There are also often joint parent-child sessions to allow the 
child and parent to share and discuss the traumatic event with one another 
(Cohen et al., 2004). 
A key component of the TF-CBT approach with PTSD is that it is rec-
ommended to help treat acute posttraumatic reactions in children and adoles-
cents as well. With this information, it is unnecessary to wait for the onset of 
PTSD to occur. Treatment can begin immediately after the event if necessary. 
The benefit of being able to start therapy early brings in the early intervention 
positive qualities to diminish the possibility of chronic symptoms. 
 CBT is not just bound to the individual approach when dealing with 
PTSD. It has also been proven beneficial in a group setting of children with 
PTSD or PTSD symptoms. Game-Based Cognitive Behavioral Therapy (GB-
CBT) is a productive approach when working with a group of youth who have 
been victim to sexual abuse. GB-CBT was designed to address the potential 
behavioral problems and symptoms typically associated with child sexual abuse 
and works to enhance children's knowledge of abuse and self-protection skills 
(Springer & Misurell, 2010). With the knowledge that most youth isolate them-
selves from friends and family after a traumatic experience, the interaction with 
other peers could be helpful in allowing them to gradually work their way back to 
their original baseline behaviors. Kaduson and Scheafer (2006) emphasized 
that enhanced feelings of safety and empowerment must also be incorporated 
in the approach in which the therapist interacts with the children. Along with this, 
the therapists’ consistent portrayal of respect, acceptance and faith is of great 
importance to keep a positive group dynamic. If the environment provides these 
characteristics, these consistent positive interactions could stimulate their desire 
to accept the role in the family. 
 
Conclusion 
 
An inestimable number of components that trauma is comprised of can 
bring a negative impact on any individual. With children and adolescents suffer-
ing from PTSD being a relatively new concept, great efforts have been made in 
attempt to understand PTSD and how to prevent it from turning into a chronic 
maladaptive state. 
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 Suffering from PTSD can affect a person in numerous ways throughout 
the United States. Whether it is a friend, family member, or a personal experi-
ence, enduring the pain and impairment of daily routines can lead to a helpless 
and hopeless thought process. This cycle can continue to create damaging ef-
fects and prohibit the growth made during adolescence.  Studies show that up 
to 43 percent of boys and girls go through at least one trauma and of those chil-
dren and adolescents who have experienced a trauma, 3-15 percent of girls and 
1-6 percent of boys develop PTSD (Hamblen & Barnett, 2010). Being cognizant 
of what PTSD is and the signs it possesses can be crucial to the early treatment 
intervention that would help the child or adolescent reestablish normalcy. Also, 
understanding the way in which this disorder establishes itself within an individ-
ual can be very helpful. Although there is much room for growth, overall there 
has been great progress in the discovery of PTSD since its recent recognition in 
the DSM-IV-TR as a psychiatric illness. 
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